many other causes of pseudothrombophlebitis have been described, but Baker's cyst remains the most common cause of the syndrome. We report a case in which a bilateral pseudothrombophlebitis was secondary to ruptured Baker's cysts of both knees. To the best of our knowledge this clinical situation has not been previously reported.
A 59 year old man was admitted to hospital because of pain, swelling, and erythema of both calves. Over the preceding 10 years he had had recurrent attacks of transient migratory monoarthritis of the larger joints, which cleared up within a few days either spontaneously or with anti-inflammatory agents. Two weeks before the current admission he developed a synovial effusion of the left knee joint without evidence of previous local trauma. An arthrocentesis ruled out the presence of crystals or micro-organisms, and he was treated with anti-inflammatory drugs. One week later he developed a synovial effusion of the contralateral knee joint with pain, tumefaction, and erythema of both calves.
On admission, blood pressure was 140/80 mmHg and temperature 37'C. The patient, a 51 year old man, had an eight year history of seropositive rheumatoid arthritis. He was treated for two years with oral methotrexate, 7-5 mg weekly. He also received prednisolone (10 mg daily) and indomethacin (100 mg daily). He was admitted with cough and fever (39-41'C) without breathlessness. There were no abnormal breath sounds, no signs of heart failure, and no lymphadenopathy or hepatosplenomegaly. Two days after admission a non-palpable purpuric eruption appeared on both legs. 
